Fig 2 Anteroposterior and lateralpostoperative radiographs ofknee to show appearance ofprosthesis and range ofmovement. Lateral collateral ligament has been tightened by resecting neck offibula and drawing headoffibula distally. Head offibula is held inposition by screw transfixing it to tibia
The tibiofemoral joint was replaced with a prosthesis. Six months later he had been back at work for 2 months, walked half a mile without a stick, and said that his knee was painless. The range of movement was O-85o, the knee was stable and the varus deformity corrected (Fig 2) .
Discussion
This prosthesis consists of two separate components: (1) A femoral component of a partcylindrical surface centred a little behind the line of weight bearing, from which a flat surface extends tangentially forward and blends into a second curved surface which passes in front of the femur and is concave anteriorly to accommodate the patellar tendon. A short intramedullary stem is provided, as a restraint against medial or lateral gliding, but chiefly to aid accurate positioning of the prosthesis. (2) A tibial component with a superior surface of a wideangled V connecting two flat surfaces separated by a curved portion which matches the major radius of curvature of the femoral component (Fig 3) .
In the case presented the femoral component was made of cobalt-chromium alloy and the tibial of high density polyethylene. Special jigs are used so that the bony sections are placed correctly and the components are cemented in position; patellectomy can be carried out if required. Postoperatively the knee is immobilized in a plaster of paris cylinder for three weeks and then progressively mobilized.
The first of these prostheses was inserted in March 1970. Eighteen knees in 17 patients were operated on up to March 1971, 2 with osteoarthrosis and the remainder with rheumatoid arthritis. To date the overall results are satisfactory; all the prostheses have been retained and all patients are weight-bearing.
External Rotation Palsy of Shoulder B A Roper MA FRCS (Royal National Orthopadic Hospital, 234 Great Portland Street, London WIN 6AD) Mr L L, aged 50 History: In 1945, while in the army, this patient sustained a gunshot wound in the left hand for which he was given an injection of antitetanus serum into the right deltoid. Two weeks later he complained of aching pain in the right shoulder radiating up the neck. This was associated with a gradually increasing weakness of the whole of the right arm. He was given physiotherapy for one year. At the end of this time he had normal power in his right arm and could raise the arm above his head although he was unable to maintain this position.
In 1948 he had a recurrence of the disability. Five months' physiotherapy was given, at the end of which he had a full range of movement but diminished power. In 1954 there was a similar episode, with recovery to the previous level. In 1966 a further recurrence was treated with physiotherapy for two years. There was gradual diminution in aching, slight improvement in power but none in the range of movement.
In 1968, he was referred to the Royal National Orthopedic Hospital, complaining of pain in the right shoulder, total inability to use the right hand above waist level and considerable difficulty in working as a printer. He had to carry a 60 lb tray of type from a setting bench and place it in a machine. This he was unable to do from 1966, and he finally had to give up work in 1968.
On examination: He had 300 abduction, 200 flexion and no external rotation of the right shoulder. Passive movements of the shoulder were full. There was normal muscle power in pectoralis major and latissimus dorsi but none in the deltoid and spinati. There was crepitus in the shoulder-joint on abduction. Radiographs showed narrowing of the subacromial joint. Treatment: In February 1969, transfer of the insertions of latissimus dorsi and teres major to the greater tuberosity in the region of the insertion of the spinati was carried out.
Two years later, he has 550 active abduction, 600 flexion, 150 external rotation, with full internal rotation. Power of abduction and external rotation is full. Passive abduction is 1000, internal rotation full, and external rotation 150. This patient has been back at work for two years, able to do the job unassisted, including lifting the 60 lb tray.
Comment
The patient is presented for two reasons. First, he has an uncommon disease which may have behaved in an unusual fashion. The original weakness of the right shoulder was undoubtedly due to serum neuritis. The commonest nerve root involved is the fifth cervical, with paralysis of deltoid and spinati. There is usually complete recovery in from one to eighteen months. However, 20% of patients never obtain complete return of function (Baron 1958) . Recurrent episodes are not recorded in the literature. An alternative explanation for the recurrent episodes is that they represent small tears in the rotator cuff, with finally a complete rupture in 1966. Evidence of this is the clinical and radiological evidence of degenerative change in the subacromial joint.
Secondly, there is the mechanical problem of inability to abduct and externally rotate the arm. A variety of conditions produce this defect, upper trunk brachial plexus palsy being the most frequent. Paralysis of the deltoid does not necessarily mean loss of abduction. Wynn Parry (1966) described 120 cases of paralysis of the deltoid with full abduction, with no activity in deltoid demonstrable on EMG. In these cases abduction was initiated by the supraspinatus carried to 700 by the long heads of biceps and triceps and completed by the clavicular head of pectoralis major. If the spinati are absent this cannot be initiated.
Various operations have been described to deal with inability to abduct and externally rotate the shoulder, culminating in that of Zachary (1947) . In this operation the latissimus dorsi and teres major insertions were transferred to the lateral aspect of the humerus. This will produce external rotation but adduction rather than abduction.
Mr D M Brooks and I thought that if the latissimus dorsi and teres major were transferred to the region of insertion of the rotator cuff their line of pull would probably produce some abduction as well as external rotation. If active abduction was not a direct effect at least the transfer would probably substitute for the spinati in initiating the movement described by Wynn Parry. The transfer restores abduction and external rotation as seen in this case, and confirmed in cases of upper trunk brachial plexus lesions.
